Background: Prescribing errors occur frequently in hospital settings. Interventions to influence prescribing behaviour are needed with feedback one potential intervention to improve prescribing practice. Doctors have reported a lack of feedback on their prescribing previously whilst the literature exploring the impact of feedback on prescribing behaviour is limited. Objectives: To explore the impact of pharmacist-led feedback on prescribing behaviour. Methods: Semi-structured interviews were conducted with doctors who had received prescribing error feedback. A topic guide was used to explore the type of error and what impact feedback was having on prescribing behaviour. All interviews were transcribed verbatim and analysed thematically using a framework approach. Results: Twenty-three prescribers were interviewed and 65 errors discussed over 38 interviews. Key themes included; affective behaviour, learning outcome, prescribing behaviour and likelihood of error recurrence. Feedback was educational whilst a range of adaptive prescribing behaviours were also reported. Prescribers were more mindful and engaged with the prescribing process whilst feedback facilitated reflection, increased self-awareness and informed self-regulation. Greater information and feedback-seeking behaviours were reported whilst prescribers also reported greater situational awareness, and that they were making fewer prescribing errors following feedback. Conclusions: Pharmacist-led feedback was perceived to positively influence prescribing behaviour. Reported changes in prescriber behaviour resonate with the non-technical skills (NTS) of prescribing with prescribers adapting their prescribing behaviour depending on the environment and prescribing conditions. A model of prescribing is proposed with NTS activated in response to error provoking conditions. These findings have implications for prescribing education to make it a more contextualised educational process.
Introduction
Prescribing is a complex and high risk task. 1, 2 Prevalence studies have reported prescribing error rates of between 2% and 15% 3e6 although this figure may be higher for junior doctors in their first two years of training, 7 who also prescribe the majority of medications in hospital settings. 3 Prescribing errors include errors in the decision making process and the prescription itself 8 and can include incorrect dosing, frequency, quantity, indication, interactions and contraindications, or prescribing for an incorrect patient for example. Practical prescribing training is perceived to be suboptimal by medical students and junior doctors 9 with dissatisfied feedback from recent medical graduates. 10 Feedback has been described as the "cornerstone of effective clinical teaching" 11 and has advantages for teaching in the clinical environment where prescribers cannot leave the ward area to attend teaching for example. However, prescribers have reported receiving little feedback on their prescribing previously 3, 4 with absence of feedback on prescribing errors as missed learning opportunities to learn from error, and to improve prescribing practice. Barriers to delivery or receipt of feedback could include limited opportunity from work pressures, shift-work or annual leave, or lack of facilitator training for the effective delivery of feedback. A recent study 12 reported positive outcomes following a pharmacist-led feedback intervention and described the impact on prescribing behaviour. However, the study was limited to antibiotic prescribing whilst the qualitative study included a limited sample size. Prescribers have reported valuing feedback on their prescribing elsewhere 13 although little is known of the influence of feedback on prescribing a wider range of medications that is typical of hospital prescribing practice. Prescribing errors reflect a complex interplay of active failures, latent conditions, system failures and error provoking conditions. 14 Active failures are unsafe acts 15 and can be classed as mistakes (knowledge or rule-based), skill-based errors (slip or lapse) or violations. 16 Feedback has the potential to improve prescribing and its influence is likely to vary depending on the type of prescribing error. However, the literature exploring the impact of feedback on prescribing behaviour is limited. An understanding of this could improve patient safety, enhance value from not having to correct errors, and inform future feedback interventions and prescribing pedagogy further. Therefore, the aim of this study was to qualitatively explore the impact of pharmacist-led, prescribing error feedback on prescriber behaviour.
Methods

The intervention
The intervention was designed to reflect principles of effective feedback. 11, 17 Feedback was individualised per prescriber and delivered verbally and in writing using standardised proformas by a ward-based pharmacist who worked with the prescriber. 13 Where a prescribing error was identified by a different pharmacist, for example on another ward or in dispensary, details of the error would be passed to the ward-based pharmacist who worked with the prescriber, to deliver feedback. The facilitating pharmacist used open questions to encourage the prescriber to reflect on the potential risk and reason for the error. The pharmacist would then encourage the prescriber to identify key learning outcomes and actions to reduce error recurrence with pharmacists providing input where needed. The facilitating pharmacist and prescriber would then sign each feedback form with the prescriber also asked to include a reflective statement in their training portfolio.
The need for facilitator training in prescribing error feedback delivery has been reported previously 18 and pharmacists were trained in the delivery of constructive feedback. 11, 17, 19 Training consisted of a lecture, interactive workshops and reflective and peer-reviewed exercises to support pharmacists in their delivery of feedback.
Pharmacists audited prescribing over a five-day period and then prepared feedback reports for their prescribers on overall prescribing. This was followed with further individualised feedback for any prescribing error classified as significant or greater. Error severity was graded as minor, significant, serious or potentially lethal as defined by research elsewhere, 3 and reflected that used in frequent audits within the study setting by the pharmacy department.
Data collection
Semi-structured interviews were used with individual prescribers to allow in-depth exploration of the impact of feedback on their prescribing practice. A topic guide (see supplementary material) was used to explore key themes and ensure consistent issues were discussed between interviews. These themes and questions were underpinned by a review of the literature, personal insight of the researcher, previous research 13 and research objectives. The topic guide consisted of two phases. The first phase was based on critical incident theory 20 to inform classification of the prescribing error. This was followed by questions exploring what impact feedback was having on their prescribing and why this was happening.
Setting
The study was conducted in a large acute hospital in the NorthWest of England. Interviews were conducted in a private interview room away from the clinical area.
Ethical considerations
Relevant hospital and University of Liverpool ethics committees approved the study prior to data collection. Interview participation was voluntary and informed consent obtained verbally and in writing prior to commencing each interview. All data were anonymised.
Sampling and recruitment
Prescribers were eligible to participate if they received feedback from a pharmacist on an individual prescribing error in the previous week. This was to ensure they had sufficient memory recall of the event. Prescribers were recruited by ward-based pharmacists following delivery of feedback on their prescribing. Where prescribers expressed an interest to participate, the researcher followed up with a face-to-face discussion at ward level before arranging a mutually convenient time to conduct the interview. All prescribers (n ¼ 24) who were approached during recruitment expressed an interest to participate.
Analysis
All interviews were digitally recorded and transcribed verbatim by ML with the sole exception to anonymise person and place names. Prescribing errors were classified according to Reason's error causation model 14 as a knowledge based mistake (KBM), rule based mistake (RBM), slip, lapse or violation. A KBM is due to lack of knowledge of the medication or patient, whilst a RBM is due to misapplication of knowledge. 14e16 A slip is an observable action where a plan is executed incorrectly, whilst a lapse is a failure of memory to perform a particular task, and a violation is where an individual intentionally deviates from best practice. 14e16 Error classification was checked by a second (SDW) and third (SVOB) author for accuracy. A thematic analysis was undertaken by the researcher (ML) following the framework approach. 21 This involves five stages of familiarisation, identification of a thematic framework, indexing, charting and mapping, and finally, interpretation.
21
Transcripts were initially coded line-by-line with codes grouped into similar themes to produce an initial thematic framework. Codes were derived initially from the literature review and topic guide with further codes emerging from the data that could not be predicted. Reliability was enhanced by two members (SDW and SVOB) of the research team independently reading and analysing all transcripts. The three authors met regularly to discuss emergent codes and themes. Any discrepancies were resolved by a consensus. The emergent framework was then applied to the transcripts with further refinement of codes and themes through constant comparison, an approach typical of the framework method. 21 The final thematic framework was then mapped against the relevant participant quotes, with text copied and pasted into the conceptual framework to allow analysis and interpretation of the data.
Results
A total of 23 prescribers were interviewed (Table 1 ) and 65 errors discussed over 38 interviews. Some prescribers participated in multiple interviews where they received feedback on different prescribing errors over a period of time. The active failures consisted of 11 KBMs, 8 RBMs, 40 slips, 5 lapses and 1 violation ( Table 2 ). Prescribers are denoted as R1-R23 as illustrated in Table 2 below. Interviews lasted between 8 and 33 min and an average of 18 min. One prescriber (Grade CT1) could not be interviewed during the recruitment phase as the error had occurred more than a week ago. Similarly, three prescribers (R1, R6 and R10) were eligible for further interviews but were not approached as the error had occurred over a week ago and memory recall would likely be limited. The reasons for the time delay were typically the prescriber being on annual leave or working night shifts. Two prescribers (prescriber R6 and R16) declined further interviews as they had already participated in the study and didn't feel the need to participate again.
The final thematic framework can be viewed in Table 3 . All prescribers were overwhelmingly positive of receiving feedback and openly discussed the impact feedback was having on their practice.
Themes are discussed in further detail under four key headings: group of medical students and I was writing this complicated digoxin loading dose and I just said "I'm sorry, but I'm doing this otherwise I'll make a mistake" [laughter] and I won't re-write a kardex on the ward round now, I'll put it on my list and I'll do that later because I can't multi-task." [Lapse]
Reflective practice
For all active failures, prescribers reported reflecting on-action to determine the error causation and for-action for appropriate corrective actions to minimise error recurrence. Advancing on this, where prescribers reported prescribing a similar drug or being in a similar situation, they were reflecting-inaction to become more mindful and inform their decisions with the feedback session functioning like a cue. 
Self-awareness
Prescribers consistently reported a raised awareness of prescribing errors, their risk, and ease at which they can occur. This was challenging the self-perceptions of prescribers by highlighting and discussing prescribing errors that they may otherwise have not known about. By raising awareness of prescribing errors, prescribers can learn and adapt their prescribing behaviour accordingly.
R11: "It just reminds you how easy it is to make errors because with the law of averages you must go through an average year making x amount of mistakes and no one ever tells you about it and until you get an intervention such as this you don't learn."
This self-awareness highlighted prescribing competence, limitations in practice and areas for improvement. Without feedback, there was a sense that development of prescribing competence could be limited as one prescriber articulated.
R17: "I hope that the feedback continues because without it you are unconsciously incompetent and with it you are consciously incompetent".
[KBM]
Self-regulation
By raising self-awareness, it was consistently advocated that feedback informed prescribing, allowing prescribers to regulate their prescribing practice and adapt their prescribing behaviours, facilitated by the solution focused approach.
R18: "I do also think that it is useful to get feedback and pull out specific things, because it's quite difficult to make a change unless you have that feedback and know what you have done and what you need to do." [Slip] There was a general sense amongst prescribers that prescribing can become a routine task with ongoing feedback needed to continually self-regulate and prevent bad habits resurfacing.
R3: "We haven't had that many TTO [To Take Out discharge prescription] errors recently so we're improving … I have been checking more again although I don't know if that is just a rebound effect of getting criticised and then you go a wee while and you're like oh that's okay I'm alright now." [Slip]
Emotional impact
Feedback was unanimously welcomed and valued by all prescribers with the process providing reassurance that they were developing as prescribers. However, for mistakes, there was a sense of embarrassment, disappointment and self-criticism for deficits in their own prescribing knowledge amongst prescribers. Whilst it was acknowledged that you could not know every single prescribing caveat, the importance of learning from error was outlined whilst feedback highlighted the importance of seeking appropriate information as reported later under prescribing practice.
R4: "I was glad to have got the feedback because there are going to be lots of people on simvastatin and amiodarone here [cardiology ward] potentially. I was disappointed perhaps that I hadn't known it in the first place but that was purely a knowledge base but you can't know everything and learning from it is the most important thing." [KBM] For slips and lapses there was a sense frustration at making an avoidable error that they could have identified themselves with a second check for example. This frustration was accelerated where workload pressures or distractions were identified as key contributing factors to the error.
R6: "I think … this is just a slip really so it is just a bit frustrating really that I didn't identify it and I think that the feedback is a positive thing rather than a negative thing." [Slip]
Task prioritisation
Prescribers reported a greater prioritisation of prescribing tasks following feedback to limit their errors. Several prescribers reported commencing discharge prescriptions in advance of discharge to ease pressures on their workload later and avoidance of multi-tasking that could cause slips. This appeared to be in countenance to previous practice where prescribing was routinely undertaken at the same time as another task or during a busy ward round for example.
R10: "I think that it can definitely help them I think that errors will always occur but I do think that it helps you to prioritise your TTO's, don't bunch them and be more errr … thorough, to save any further embarrassment." [Slip] For lapses, prescribers reported acting on prescribing jobs immediately instead of leaving them to a later time and risking forgetting to change a prescription or commence a new medication for example.
R2: "I should have written it down and prescribed it there and then and then at least it would have been prescribed instead of saying oh I must do that." [Lapse] The need to prioritise prescribing created conflict at times with junior doctors in particular, struggling to prioritise tasks and workload.
Learning outcome
Several learning outcomes were reported from the feedback intervention.
Prescribing knowledge
Whilst prescribers acknowledged they could learn from any error, it was largely mistakes that were reported to improve their drug related knowledge with education from the pharmacist making the process more meaningful and memorable. This was not restricted to specific medications but also to specific situations such as dosing in pregnancy, renal impairment or checking for drug interactions.
R4: "Well you get the form and the contextualisation in terms of the interaction and what it is makes it helpful and you then remember it because you can't just remember a list of numbers oh this dose with this and this dose with this. So knowing the pharmacology behind it helps you to remember and so you can then apply it to other situations and it reminds you about the inducers and inhibitors [of enzymes] situations." [KBM] For slips, feedback improved specific drug-related knowledge when the incorrect dose or frequency was chosen for example, and the drug specific prescribing limits discussed during feedback. However, the main learning outcomes extended beyond drug specific knowledge for these errors, and are reported under other codes for example self-detection of errors, mindful prescribing, or prescribing location below, where prescribers alter their prescribing practice to limit or identify slips.
Self-detection of errors
Typically, prescribers reported identifying more of their own errors following feedback. The types of errors that were selfdetected appeared to be skill-based slips and was informed by feedback on all error types with prescribers more careful and mindful with their prescribing, or adjusting their practice to prevent or identify their own skill based errors.
R3: "And I have actually found a couple of times when I have made mistakes and like when a dose was ten but actually it was forty and stuff like that so I have picked up some of my own errors from rechecking it. So, that is worthwhile doing." [RBM] For mistakes, it was acknowledged that it can be difficult to identify an error where you are confident it is correct. Seeking more information and feedback on their prescribing was outlined as potential solutions to these mistakes, but equally, would not be feasible for every prescribed item.
R15: "So when you are sure of something then you don't look it up for example you don't look up every dose of every drug that you prescribe. For example you prescribe Tazocin and you know the dose is 4.5g so you don't look it up. You prescribe paracetamol you know the dose is 1g so you don't look it up, you know if you are sure of something then you don't look it up." [KBM] Through raising awareness of prescribing errors, some junior doctors reported challenging senior prescribers, such as consultants, and seeking further information from them to inform their prescribing, especially if a pharmacist was likely to provide feedback on an error that they make. 
Raised Situational Awareness
For skill-based errors, prescribers reported having a raised awareness of the situation when they are prescribing, such as distractions and other error provoking conditions, and the need to be vigilant of and manage these causative factors. These behaviours were reported following delivery of feedback, and in particular, identification of causative factors and solutions to limit these for future practice. This was not limited to external factors with several prescribers reporting taking forced breaks following feedback discussions when recognising that they were tired, hungry or stressed to limit the impact on their prescribing, and in particular, the risk of them making a skill-based error such as a slip or lapse.
Prescribing practice
Feedback was unanimously considered to improve prescribing practice with improved knowledge as reported above whilst the impact on other prescribing skills was also notable.
Information seeking behaviour
For mistakes, prescribers were consistent in advocating that they were seeking information at the point of prescribing to guide and inform their decisions. This included communicating with pharmacists more and where they were guided by a more senior prescriber to initiate a medication, prescribers reported seeking more information on the dose and duration. This extended beyond drug specific medicines information, to seeking technical information on renal function, and reviewing the medication chart for potential drug interactions or duplication for example.
R7: "I think as well now that I will be extra cautious and if I can't find the information or get on toxbase then I'll just call the on-call pharmacist for advice. You don't want to bother them but it is very easy to make mistakes especially when I'm not confident in a specific area." [RBM] For slips, prescribers reported asking pharmacists to check their prescribing before submitting discharge prescriptions in particular. Prescribers also reported proactively seeking and acting on written pharmacy communication in the medical notes or on the medication chart, information that they may have previously not paid attention to.
R18: "Today when I was looking at the kardexes I was making sure that I was super-duper doubly looking through them and I saw that there were pharmacy comments and I do find that I now look for green pen [colour ink that pharmacists use] whereas I perhaps wouldn't have been … not interested as … not disinterested but I wouldn't have really thought to look." [Slip]
Mindful prescribing
Prescribers reported being more conscious of their prescribing instead of it being a routine task as reported earlier. This was informed by a raised awareness of errors and the potential emotional impact from making the error. This included risk of harm and embarrassment as reported earlier, potential outcomes reported as motivating factors to change prescribing practice.
R3: "I think that I'm more aware that it is being looked at and for example I'm paying more attention than if you wasn't doing it. Now I'm like if this is wrong it costs time for somebody else and if it isn't it gets done quicker and you don't end up in that position because I'm thinking well if I can get it right the first time then I don't have to get it fixed later and I don't have to have it as a black mark as such … I knew that she would spot the error and come and tell me off so I would put a bit more effort in." [RBM] For skill-based errors in particular, prescribers reported investing more time and not rushing the task to ensure their prescription was correct first time, every time to limit avoidable errors.
R18: "I try to be a lot more careful and I try to slow down with them." [Slip]
Systematic prescribing
Prescribers reported adopting a more systematic approach to prescribing and introducing safeguards to minimise error; practices reinforced by feedback. This included seeking appropriate information to limit mistakes, not assuming others' prescribing was correct to limit RBMs, and double checking of prescriptions to limit slips for example.
R7: "It is just about being methodical so even if you are busy you keep going through those basics and making sure that you are not missing anything and double checking." [RBM] Prescribers reported that skill-based errors would be difficult to eliminate entirely because of the working environment. However, introducing second checks into their prescribing practices could reduce these errors; errors they reported detecting earlier.
Prescribers reported specific changes to their prescribing to limit specific types of error. For example, to facilitate error prevention and detection, prescribers would print off the discharge summary to check their prescribing as opposed to checking it on the computer screen. For electronic prescribing, prescribers reported typing in the full drug name as opposed to a few letters to limit selection errors. These appeared to be coping mechanisms to avoid specific errors whilst it was also suggested that the feedback was continually refining prescribing practice.
R9: "Well I think that the feedback is definitely improving the way that I prescribe you know it's just like little things here and there"
[Slip]
Prescribing location
The feedback process encouraged reflection on the prescribing environment and the suitability of the working environment for prescribing was questioned. Prescribing was considered ubiquitous, with prescribers acknowledging that they would often prescribe mid-ward round or on busy clinical stations. For skillbased errors, prescribers described increased assertive behaviour in response to distractions. Some prescribers reported refusing to complete discharges or re-write discharge prescriptions mid wardround as reported earlier. Additionally, several prescribers reported changing locations where distractions could not be mitigated.
R5: "I've changed computers or I'll use this room more [a quiet doctor's office] and I'll read through them again, even read through the TTO aloud when I'm doing the TTOs." [Lapse]
Likelihood of error recurrence
The potential for feedback to reduce error recurrence was reported.
Specific vs generic learning
Prescribers reported that they were unlikely to repeat the same mistake twice as they would be looking for that specific issue in future. This was informed by improved knowledge for mistakes, and reflection-in-action for specific errors and situations as reported earlier.
R4: "It is certainly something that I will look for and have a glance to see if they are on simvastatin. I'm certainly looking for it now. Yeah I mean I'm more aware now and so will look for it [the interaction] …. But it was drug specific." [KBM] Despite outlining the importance of seeking appropriate medicines information to reduce mistakes, prescribers acknowledged that any error reduction was likely to be limited to specific situations discussed during feedback, such as dosing in renal failure or pregnancy for example.
R7: "I think that this particular case and the tools that I have been given would really just stick with the [prescribing in] pregnancy because I do know that there are renal formularies and stuff but I still don't know how to get hold of them!" [RBM] For skill-based errors, prescribers reported that the learning outcomes are generic and would not be limited to the specific error or medication. By taking more time, prioritising prescriptions and adopting a more systematic approach to their prescribing, all skillbased errors could be reduced.
R12: "With these it's not a mistake or a knowledge issue, it's about the skill of prescribing" [Slip] For skill-based errors, there was a sense of futility regarding feedback amongst some prescribers as PEs were always likely to occur unless the system was changed to support prescribing, and eliminate error provoking conditions. R4: "Like the previous error that we discussed last time was more of a knowledge thing so that was why, whereas this one was just a distraction … a work-based or workload one so risk will be reduced but risk will always be there." [Lapse]
Facilitator variability
There appeared to be variations in facilitator approach to feedback. For mistakes, it was reported that some pharmacists discussed the detail behind a specific drug interaction, choice of dose or contraindication for example. Others appeared to take this further by delivering bespoke educational sessions or provide further examples to contextualise the learning.
R4: "The feedback was very good and I was glad to have the feedback, you need to know about your errors so you can correct them. We discussed the differences and why it happened and she talked through the insulin education aid although I had had that last year as well." [RBM] Similar findings were reported for skill based errors with some pharmacists advising prescribers of the need to 'be more careful'. Other pharmacists appeared to be far more constructive with their feedback, identifying specific solutions to mitigate further problems or providing further examples and education to contextualise the situation. Two prescribers suggested that where feedback was not particularly constructive, the potential impact went beyond the learning outcome and negatively influenced the rapport and working relationship with the pharmacist.
R3: "With my newly qualified pharmacist she would be like oh well you've done this wrong but it's okay I'll just fix it for you so there was less pressure on me to get it right the first time. Whereas … I'm not intimated by [ward pharmacist] you know, but she is clearly very good at her job and you want to emulate that yourself." [RBM]
Discussion
This study was undertaken to determine the impact of feedback on prescribing behaviour. Feedback was perceived to positively influence prescribing practice at a knowledge based and technical level, although the greatest influence appears to be on the development of non-technical skills (NTS) required for safe and appropriate prescribing.
NTS include the social skills of communication, team working and leadership and the cognitive skills of situational awareness and decision making. 22 These skills also include error awareness and professional responsibility and are increasingly recognised as integral to safe prescribing. 23 Depending on the type of error, prescribers can use various nontechnical skills to limit the risk of a prescribing error. The adaptive behaviours reported in this study are presented in Table 4 below against the type of active failure (mistake or skill-based error) and non-technical skill.
Prescribing is a complex skill 1 littered with opportunities for error. 2, 23 McLellan et al. 27 advocated that the skill of prescribing is greater than the sum of its parts. They also proposed a model of prescribing as an integrated set of complex skills, involved in the expert performance of it, where the prescribing task interacts with the system and the authors agree with this unreservedly. However, NTS are not highlighted explicitly as a 'part' and irrespective of cognitive and technical prescribing abilities, errors are likely to occur where NTS are deficient. It is these NTS that are dynamically engaged with the system to influence the prescribing outcome. The authors propose that NTS (Fig. 1) are separate from other prescribing skills as they are latent and interact with the clinical environment, guided by situational awareness, and could be considered a hidden skill set for safe prescribing. The need and type of NTS to execute a safe and appropriate prescription will depend on the environment. This echoes the sentiments of McLellan et al. 27 who propose that the level of prescribing effort or 'cognitive engagement' for a successful prescribing outcome will vary depending on the situation, mirroring the proposal that the level of skill required for a successful prescribing outcome, will vary depending on the working environment, social context and error provoking conditions.
Feedback raises self-awareness, situational awareness and performance deficits, 19, 28 outcomes reported by participants in this study. By raising awareness of prescribing performance, prescriber perceptions are altered allowing calibration of their behaviour to achieve desirable prescribing standards, behaviour consistent with perceptual control theory. 29 Feedback also identifies reasons for deficits in performance and solutions to address them, for example the NTS listed in Table 4 . It is this that allows self-regulation of prescribing behaviour and is inextricably linked to reflective practice. Feedback encouraged reflection on, for and in-action with prescribers taking a step back to pause for thought. This reflection informs self-regulation of prescribers to control their cognitive processes. Such meta-cognitive processes have been reported to minimise cognitive error and invoke the "conscious mind", 30 with reflection facilitating recall of previous problems and limitations in practice. 31 Such adaptive processes are possible from the direct effects of feedback and negotiated outcomes, but it is also possible that prescribers may adapt their behaviour in anticipation of feedback. Here, the anticipation of feedback could motivate prescribers to focus more on prescribing to avoid unfavourable feedback, unfavourable comparison to peers, or be viewed in a negative light by a colleague, a feedback 'cost' described elsewhere. 32 In this study, participants reported changes in their prescribing behaviour following feedback and where this improves prescribing practice, there is potential to reduce error and patient harm whilst improving value and work flow. However, further quantitative research is necessary to corroborate these views. Prescribers have reported valuing and welcoming prescribing error feedback previously, 13 with potential to enhance working relationships with pharmacists. Where inter-professional working is enhanced, there is potential to optimise the role and skills of pharmacists in prescribing decisions, as opposed to intercepting prescribing errors retrospectively. However, the impact on pharmacists of delivering this intervention is unknown and requires further investigation to explore its impact on pharmacists and pharmacist-prescriber relationships. It has been proposed that "there might be value in structured education to ensure uniform safety and nontechnical skill acquisition". 23 Learning to prescribe has been described as a social exer- example with pharmacist-led feedback interlinked throughout. The feasibility of these interventions are unknown and require further investigation to understand both the short-term and longer-term effects on prescribing practice and inter-professional collaboration.
Strengths and limitations
This is the first known study exploring the impact of feedback on general prescribing practice. These findings can inform why feedback interventions may improve prescribing and the need for further contextualised prescribing education. This study is not without limitations. Not all grades of prescriber were recruited although foundation and trainee grade doctors prescribe the majority of medications. Equally, the impact of prescribing behaviour following feedback on minor errors was not explored so it is unknown if the same behaviours are true for these errors. Prescribers were required to recall specifics of an individual error to inform classification. This may have been hindered by memory failure and recall but equally mitigated by only interviewing prescribers who had both made a PE, and received feedback in the previous week.
Conclusion
Pharmacist-led prescribing error feedback is well received and valued by prescribers with potential to positively influence prescribing behaviour. Reported changes in prescriber behaviour resonate with the non-technical skills (NTS) of prescribing with prescribing behaviour adapting depending on the environment and prescribing conditions. These findings have implications for prescribing education to make it a more contextualised educational process. The model of feedback used in this study could be adopted by other organisations with ward based clinical pharmacy services to improve prescribing practice and patient safety.
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